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applied by a slightly modified Fiske's method, which allowed a total range of assisted active movement of about 90 degrees at hip and knee joints while the traction continued to act. A weight of 5 lb. was employed for the first three days, and was then gradually increased to 20 lb. by the twelfth day and retained there until three months after the operation. Faradism and static exercises to the quadriceps were started immediately, and graduated assisted active movements of the new joint (with the traction still acting) from the tenth day. Three months after operation the traction was removed; assisted active exercises continued, but a straight back-splint had to be provided for night use on account of persistent slight limitation of active extension due to the quadriceps slack. Two weeks later the patient started walking with a hinged knee-cage, and at that time her range of movement was about 85 degrees as shown in the X-ray ( fig. lA and B) .
She now has full extension and 90 degrees of flexion movement, with so little slack in the quadriceps that the back-splint has been given up. The knee is painless, cool, and free of swelling, the movement is smooth, and there remains only quite moderate lateral instability though it is felt to be safest to continue the use of the hinged kneecage. Function is greatly improved.
This case supports Mr. Stamm's contention that a perfectly satisfactory arthroplasty can be produced without the use of metal, or of soft-tissue flaps interposed between the bone ends, provided that correct after-treatment is given, the essential points in this being: (a) Continuous traction for about three months in the case of major joints, increasing gradually from an early minimum to the maximum in about two weeks, and (b) daily assisted active movements starting in about ten days, and being performed with the traction acting all the time. In the knee-joint, I believe that removal of the posterior projecting portions of the femoral condyles is also essential. clonus, but these were not confirmed at re-examination. X-ray appearances unchanged. Blood-count normal. Mantoux weakly positive at 1: 10,000. Recent scar of a large boil in right scapular region, which had ruptured and discharged slowly three months before onset of present illness. No other relevant previous or family history. Treated by very gentle mobilization, the patient remains symptom-free and lumbar mobility has increased. Lumbar kyphosis remains unchanged.
This case appears to have a double pathology: (a) Old vertebral epiphysitis previously undiagnosed, and (b) subcutaneous abscess of the back arising by hmmatogenous or lymphatic spread from the recent boil over right scapula.
The sclerosis and new-bone formation seen in the X-rays ten days after the onset of symptoms are not consistent with a diagnosis of staphylococcal osteomyelitis of the vertebra.
POSTSCRIPT.-When last seen in June, 1948 he remained symptom-free. Physical signs and radiological appearances remained unchanged apart from rather freer mobility of the spine, and there were no abnormal signs in the central nervous lowest fibres of flexor hallucis longus from the fibula. This fragment is always very difficult to reduce and to retain in position, and the following method was used: A Steinmann pin was inserted into the fragment from behind and u'sed as a lever to pull it down into position; once this had been achieved the pin wastquickly driven into the tibial shaft to maintain the reduction while drilling and sie'wing were performed, and the pin was then removed. A long screw was then inserted across the inferior tibio-fibular joint, and finally the medial malleolus was screwed into position. The post-operative X-ray ( fig. 4) shows that the second screw lies dangerously low,
